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l' F OOO INITIAL COMMENTS ( F OOO‘ :
| - An annual survey and an abbreviated survey (KY ’F ,( “This Plap of Correctilon is prepared ‘
| #1“521) were conducted 03/14/11 throught ! and submitted as required by law, By i
J 1 03/16/11 to determine the facility's compliance | | submitting this Plan of Correction, |
| : with Federal requirsments. The faclilty was net in i J Hiliside Villa Care & Rehabilitation |
- compliance with Federal requirements with ( Center does not admit that the !
. daficiencies cited at the highsst S/S of an "E". deficiency listed on this form exist \
| KY #15521 was substantiated with deficiencies { | por does fhe Center admit o anly S
: cited. ! ‘ ; i
 ore F157| statements, findings, facts, or |

F 167 , 483.10(b)(11) NOTIFY OF CHANGES
85=0 | (INJURY/DECLINE/ROOM, ETC)
!

A facility must immediately infarm the resident;

i conauit with the resident's physician; and if
mown notify the resident's Jegal representative

‘ or an Interested family member when there is an
i accldent involving the rasident which results in

| Injury and hes the potential for requiring physician

intsrvention; a significart change in the resident's

. physical, mantal, or psychosocial status (i.e., a

' deterioration in health, mental, or psychosoual

" status in either life threatening conditions or

. clinical complications); & need to alter treatment

"significantly (i.e., & need lo discontinue an

' existing form of treatmant dug to adverse

" consaquences, or ta commence a new form of

L traatmant): or a declsion to transfer or dischargs

the resident from the facility ag specified in

 §483.12(a).

. The facllity must aiso promptly notlfy the residant
and, if known, tha resident’s legal representative
 or interested family member when there is a
chiange in room or roommate assignmem as

" specified in §483.15(e)(2); or & change in

- resident rights under Federal or Siate law or

j regulations as specified in paragraph (0)(7) of

i this section,

I

¥157

conclusions that form the basis for the |
alleged deficiency.
reserves the right to challenge in legal
and/or regulatory or administrative
proceedings the deficiency,
statements, facts, and conclusions that
form the basis for the deficiency.”

The physician for resident # 12 was
notified of the event on 1/8/11 by the
licensed nurse, The Dirsetor of
Nursing provided re-education to LPN
# 1 on3/16/11 on change of condition
to include physician notification and
reporting of events to nursing
management. CNA # 1 was re-
educated by the Staff Development
Coordinator on the procedure for

The Center i
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of residents to include re-heating of
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! ! E DEFIQIENGY) !
I I H
I F 167 heating beverages and the supervision |

' The facility must record and pericdically update
. the address and phong number of the residsnt's
! legal reprasentativs or interested family member.

; This REQUIREMENT is nnt mat as evidenced
l b)"
Based on record review and interviews, it was
* determined the facility failed to ensura the
. pnysmlan was notified immediately after an injury
reqmrmg physician intervention for one resicent
(#12) in the selected sample of 15. Findings

! inelude:

i Resident #12 was admitied to the facility on

| 0B/01/07 with dizgneses o include Spinal Cord
! injury of CB-C7, Lack of Coordinalion, Muscle

| Waakness, History of Uninary Tract infections,

. Diapetes Melitis, Renal Failure, Parapiegis and

" Marbid Obesity.

‘ Raview af & nursing note, dated 01/08/11 at 4:30
i AM, revealed Resident#12 soilied hot coffes to

i the abdomen area and redness was noted. The
: nurse's note also revealed, "Refused for nurse fo

I calt anyons”.

‘ | Aninlerview with Resident #12, on 03/18/11 at

I © 3:25 PM, revealed on 01/07/11 at approximately

i 8130 PM the resident had requssted & sup of

: coffee be reheated by Cerlified Nurse Aide (CNA)
_#1, Resident #12 stated thal CNA #1 heated the

| coffss and brought it back "Scalding hot and |

 spiited it on my stomach”. He/She did not realize

' the soffee had been spilied because he/she had

: no fesling batow ths waist and was not aware

b until he/she noticed hisher shirl was wet.

- Resident #12 staled, "l raised my shirt and

. rubbed my hand over my skin and the skin came

‘ jiquids fo the resident’s palatability to
| ensure their safety and make any

, needed adjustments to the beverage on
’ 3/18/2011.

Current residents with events were
reviewed on 03/31/11 by the Director
of Nursing Services to ensure
physician, resident and responsible
party/family notification was
compieted. No residents were
identified,

To ensure that the physician, resident
and responsible party/family will be
notified after an event or change in
condition the licensed nursing staff
were re-educated by Staff
Development Coordinator on change
of condition to include physician
notification on 3/18/11.

To ensure that no other residents will
be affected the Director of Nursing,
Assistant Director of Nursing and
Staff Deveiopment Coovdinator wili
conduet weekly audits for four weeks,
then monthly audits for two months on
physician notification of changes in

{ condition. Identified issues will be
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|

(x4) D SUMMARY STATEMENT OF DEFICIENCIES ! 1D
PREFIM (EACH DEFIGIENCY MUST BE FRECECED 8Y FULL [ PREFIX (EACH CORRECTIVE ACTION SHCOULD BE | - COMPLETION
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: ; DEFICIENGY) :
F 157 | Continued From page 2 e
- off In my hand™. ’ :
! i
' An obsarvakion of a skin assessment, conducted ; 1
! on 03/16/11, revealed an irregular shaped | :
| (approximately 2.5 cm by 1.5 cm) red Jesion on ;'
| Resident #12's lower abdomen, |
! I
| An interview with Licensed Prastical Nurse (LPN) . corrected upon discovery, The i
' #1, on 03/‘16/11 at 3:50 PM, on 011’87;’1?1 at Director OfNufSing Wju l'eport the ;l
s s of s s montly o |
! erfi i
i her that hefshe spilled coffee on his/her Comon?;:mce Ig}p ;;O,Veflnzm 5
| abdoman. She cleaned the bum with nemal 1SS, Which includes the '
 saline and & gauze pad to get "sticky Stuff” off the Medical Director, Administrator, |
i resident and monitored the resident until the next Director QfNursmg, Health i
I morning. LPN #1 netified the on-coming shift but Information Manager and |
 did not notify the resident’s physician. She statad, Maintenance Director, for further !
{ "I just didn't call the Director of Nurging, fwas recommendations, i'
' trying 1o give magications and get things done, | . :
didn't call the physician because | just didn't. No C \ .
1 om .
i one tied rmy hands, ! was new and [ just didn't pletion date ; 4/18/11
;' sail." LPN#1 revealed she did not complete an ;

| incident repont because she was new to the

! facility and did rot have the correct identification

; and password information to access the

{ computer, She passad the information regarding
; Rasident #12 o the nurse who came on duly the

} next morning at 7:.00 AM.

1 Ar intarview with Resident #12's physician, on

i 03/16/11 &t 5:48 PM, reyealed she did not recail

| when she was notified of Resident #12's burn.

' She also di¢ nol recall if she had examined the

' rasiden after the burn or what the circumstances
i were 1alated to the burn. Howaver, she would

: have expecled staff to notify her immediately after
F discovering & burn.

An intervisw with the Corperate Nurse, on

;
l
i
|
!
|
;

i
!
!
}
?
|
i
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Happ EUMMARY STATEMENY OF DERICIENCIES
; (EACH DEFICIENGY MUST BE PREGEDED BY FULL

FREFI
TAG RECULATORY OR LSC IDENTIFYING INFORMATION)

FREFIX

TAG
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’ 1D J PROVIDER'S FLAN OF GORRECTION ; .
(EACH CORRECTHVE AQCTICN SMOULD BE
CROSS-REFERENCED TO THE APPROFR?ATE

COMPLETICH
DATE

F 1587 | Continved From page 3
. 03/16/11 at 5:56 PM, revealed all three copies of
" the twenty-four hour nursing logs for 0/08/11 had
i been torn from the log book &nd could not be
| lo"a!ed She stated the incldent with Resident
i | #12 had not been reported to the faciiity ang no
g investigation had been complaled.

I An interview with CNA #1, on 03/16/11 at 7:1¢C

| P, reveailed Resident #12 requested his/her

! soffes to be reheated on 01/07/11 around 8:00
' PM, CNA #1 atated she reheated the resident's
| coffse in the micrawave for one to twe minutes

! and did nof check the temperature of the coffee
- before giving it to the resident. The ONA went

j hack into the resident's room to answer the call

i fight thirty minutes later and obssrved what

i looked like a red whelp on the resident’s

l abdemen, The residen; stated to har that ha/she
| hed spllled the reheated cofiee on hisfher
‘stomach. CNA #1 informed the Charge Nurse

‘ and was told that the Charge Nurse would take
i care of Rasident #12's wound. The nexl day a
' bandage was over the arsa and no one

L quesiioned her about the Incident. No ong

[ instructed CNA #4 or other staff, to her

| knowledge, about any precautions for

| feod/beverage temparatures since fne incident.

!An interview with LPN #2, on 03/18/11 at 800
CPM. reveaied on 01/08/11 at shift change, LPN #1
| reported Resident #12 had spillad coffes on
{hisfher abdomen the previous evening. 8hg had
I cleaned the wound with normal saling and plzcsd
l a gauze on the aras to prevent friction with

‘ clothing and bed linens. LPN #2 stated she

" observed the wound and it looked "red”. LPN #2
 calied the physician to notify her of Resident

i #12's wound and o obtain treatment information.
| The physician prescribed Sllvadene cream to be

———

H
P
|
!
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hﬁ\ME QF PROVIDER OR SUPPLIER

HILLSIDE VILLA CARE AND REHABILITATION CENTER

STREET ADDREES, CITY. STATE, Z2IP CODE

4600 PRIDE AVENUE
MADISONVILLE, KY 42427

MAINTENANCE SERVICES

The facility must provide housskeeping and
- maintenance services necassary fo maintain &
| sanitary, orderly, and comfortable interior.

This REQUIREMENT is not met as svidenced

by

{ Basad on observations and interviews, it was
determined the facility failed to snsurs

| maintanancs services to maintain an orderly and

|

!

| comforiable interior, Observations of multiple
residents’ rooms revealed bassboard heaters that
; wers in disrepair and thres residents had

! parsonally owned window air condifioners

F bsoauss their rooms were too het at times end

| the faciiity failed to provide a window air

" conditionar to maintain & comfortable

f temperature. Findings includs:

} An observation, on 03/15/11 at approximately

, 3:50 PM, revealed heat radiating from baseboard
- heaters in residsnt rooms and the air conditioning
| unit, jocated in the hail ceiling on the 400 hall,

' wag on and blowing cold air simultaneously.

' An interview with the Maintenanca Dirsctor at the
: time revealed the facility had the eriginal boilar
heating system that dated back to the 1980s.

Rasident rooms had bassboard (radiator type)

anits that heated the rooms but the temperaturs

5/9/11.

Resident #16, #17, and #18 were
refunded for the cost of the air
conditioners by 4/5/11. The
Maintenance Direcior completed an
audit on 3/16/11 of baseboard heaters, |
An agreement was completed on
4/8/11 with Jones and Sons Machine
and Welding to complete the
identified baseboard heaters repairs by |

xapo BUMMARY STATEMENT OF OEFICIENCIES | D PROVIDER'S PLAN OF CORRECTION . ey
PREFIX " {EACH DEFICIENGY MUST 88 FRECEDED BY FULL i pReRY ! {EACH CORREGTIVE ACTION SHOULD BE | GoMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) l TAG ‘ CROSS-REFERENGED YO THE AFPROPRIATE ; CATE
n
| i DEFICIENGY) :
% 157 . Continugd From page 4 l F 157 ,!
 applisd to the wound twice oaily. LPN #2 stated l
' she complated the twenty-four hour nurse's report J i
. fog and piaced the pink copy in the drop box of i i
- the Director of Nursing, !
F 253" 483 15(h){2) HOUSEKEEPING & F 283 F253

Maintenance Director compicted _
temperature checks on 3/15/1! in :
hallways, dining room, and random
resident rooms with no abnormal

. ranges or resident/family concerns of
uncomfortable temperatures. Resident
rooms were checked for air
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|

contrel was in the bailer reom and temperaiure
' tavels could not be adjustsd for individuat rooms.
i Residanis who had wintdow air conditions? units
! frequently had them on in cold weather becauss
| {meir rooms were feo hot. in warm weather some
t rasident rooms were loo hot beaause the facility's
1 climate control system was logatad in ths Aail
! areas and not efficlent to cool resident rooma.
' The Maintenance Dirsctor stated not =l resident
| rooms had 8 window air cenditioner and the hall
' air conditioner did not aiways kesp residsnt
| roomms comfortable in warm waather and some
! rasidents hed purchased parsonal window air
i sondlitioners. '
' Animterview with the Administrator, on 03/18/11
’ at approximately 4:45 PM, revealed she nad
; purchasad some air conditioning units during the
. summer season, Review of purchase raceipta
revealsd a window air conditioner was purchassd
*on 06/24/10 and one was purchased on 08/28/1C.
 The Administrator stated one of the air
" condifioning units was placsd in the activity room
but coula not recall whers the othar one had been

: placed.

F

| An interview with Resident #16's family member,
| on 04/16/11 ai approximately 8:30 AM, revealed

! when the weather was wafm Resident #18's room
' was "Hot &5 Haill". The family member had

. asked the facility office staff (couldn't remember

" who) for 8 window aif conditions to keep

- Resident #16 comforiable. HatShe was fold that
' the facility did not buy window air conditioners for
resident rooms. He/She purchased a window air
- condltioner for Resident 16's room to keep the

' resident comfortable.

" An interview with Rasident #17, on 04/18111 &t

conditioner units owned by other
rosidents and/or families on 3/16/2011
by the Maintenance Director and
Business Office Manager, None were
identified.

The Mainiznancs Director was re-
educated by the Administrator on
3/16/2011 to report any uncomfortable
room temperatures or the need for an
air conditioner so that it may be
replaced.

To ensure comfortable temperatures
the Maintenance Director or
Housekeeping supervisor will
complete temperature checks, 10
include resident rooms twice a week
for two weeks and once a week for
one mornth and as appropriate with
weather conditions and season
changes. Identified jssues will be
addressed at that tirne. The Maintance
Director will report the results of the
audits monthly for 3 months to the
Performance Improvement
Committee, which includes the
Medical Dirsctor, Administrator,
Director of Nursing, Health
Information Manager and Maintance
Director for further recommendations.

Completion date
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NAME Of PROVIDER OR BUFFLIER STREET ADDRESS. CITY, STATE, 2IF CODE
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P SUMMARY STATEMENT OF DEFICIENGIES o 1 PROVIDER'S FLAN OF CORRECTION L
PREFT | (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE | campLEnaN
Byvie REGULATORY OR LSG [DENTIFYING INFORMATION) TaG CROBS-REFERENCED TO THE APPROFRIATE [ batg
i i f CEFICIENGY) :
F 253 . Continued From page & F 2851 {
. 10:10 AM, Resident #17 revaaled the resident | |
| nad resiced in a differsnt room at the facility i f
s gurng the past summer 5¢ason anc thal room i
- was hot. Resident #17 stated he/she bougnt & |
: fan in an attempt to keep the raom et a :
! comfortable temparaturs bul stated, "It dien't do '
! any good; the room was stil hot'. The resident ]
' requested the facility provide an-air conditioner to ;
| cool the room but was tald the facililty couid not i |
| buy one. The rasident revealed that was the !
i rzason he/she bought one. !
' An interview with Resident #18, on 04/16/11 at *
| 8:00 Piv, reveaied his/her room was “Hot and
' hefshe asked family to purehase an aif i
! ponditioner.” Resident#18 stated he/she felt the :
1 faclity wouid not provide an air conditioner for i i
; comfort. ;
Fazs 483.25(n) FREE OF ACCIDENT F 323
35=0 . MAZARDS/SUPERVISION/DEVICES
C F323 ;
. The facility must ensure that the resident
[ gnvirenmsnt remaing as ires of accident hazards Resident # 12 was assessed by the
; & Is possibie: and each resident recalves licensed nurse at the time of the event
' adgquate supervision and assistance devices to
. A on 1/7/11 and evaluated. The -
| prevent eccigents, U .
! physician was notified of the event by
; the licensed nurse on 1/8/11. CNA# |
| wag re re-educated by the Staff
; Deveiopment Coordinator on the
| This REGUIREMENT is not met as evidenced proce.dure for heating beverages and !
| by: , R the supervision of residents to include |
. Bassd on record feview ang intervisis, it was re-heating of liquids to the resident’s
! determined the facliity failed to ensure rgsident i atabili their safety and j
| environmant was fres from aceidents hazards as palatabiilty to gnsure their saiety and
! ie possible relaled to one resident (#12] In the make any needed adjustments to the
| selecled sampie of 15, Resident#12 sustained a beverage on 3/18/2011.
! surn from a beverage that had been heated in 8
| microwave by staff, Findings include: | }
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w0 SUMMARY STATEMENT OF DEFICIENCIES iD . BROVIDER'S PLAN OF CORRECTION [E33]
aERIX [EACH DEFICIENCY MUST BE RRECEDED @Y FULL . FREFIX {EACH CORRECTIVE ACTION SHOULD BE CAMPLETION
TAG REGULATORY GR LEG IDENTIFYING INFORMATION; : TAG CROS8-REFERENCED TO THE APPROPRIATE DATE
| DEFICIENG) ;
F 323 ,

F 222 Continust From page 7

| Resident #12 wes admitted to the facility on

i 0a/01/2007 with diagnoses to include Spinal Cord
s Injury of C5-C7, Lack of Coordination, Muscla

| Wenkness, History of Udnary Tract infections,

. Diabstes Mallifs. Renal Fallure, Paraplegis, and
- Morbid Obasity.

b

1 A raview of @ nursing nots antry, daied 01/08/11
L at 4:30 AM, revealed Reaident #12 spilled hot

i coffee on hisiher abdomen and did not want the
' nurse to call anyone. The nurse's note

| additionally stated, “ARH monitor and pass to 7-3

} nurse”.

L AR interview witih Resigent #12, on 03/16/11 &

; 3:25 PM. revaalad on 01/07/11 at zpproximately

| 8:30 PM, the resident requested e cup of coffee

| pe rehzated by Certified Nurse Alde (CNAY# 1,

: The resident statee CNA #1 heatad iha coffss

i and brought it back "Scalding hot" and the

 rasident spiiled it on his/her gtomach. The

: rasident did pot realize the coffes had been
spilled unti he/she looked down and realized

nis/her shirt was wet. Resident #12 stated, "l

raised my shirt and rupbed my hand over my skin

' and the skin came off in my hand".

i

E An chservation of a skin assessmant, congucted

| on 03/18/114, reveated an itregular shaped

 {approximately 2.5 cm Dy 1.5 ¢m) red lesion on

 Resident #12's lowsr abdomen.

, An interview with GNA #1, on 03/18/11 al 7:10

. PM, revealsd Resident #12 had requested his/her

: coffee De reheated on Q4/07/11 at spproximalsly

$8:30 PM.. Tha CNA stated she reheated the

' resident's coffes in & microwave for

| approximataly one to two minutes, $he aid not

Currept residents that receive and/ot
request hot beverages were reviewed
by the Director of Nursing on
4/5/2011 to deterinine if any other
residents were affected. The review
included assessing cognition, dexterity

_ and assistance level. No other

' residents were affected.

The facility staff were re-educated by

 the Staff Development Coordinator on
the procedure for heating beverages
and the supervision of residents to
include re-heating of liquids to the
resident’s palatability to ensure their
safety and make any needed
adjustments to the beverage on
3/18/2011.

The Director of Nursing, Assistant
Dirgctor of Nursing and Staff

' Development Coordinator will

} complete a hot beverage audit 3 fimes
a week for 2 weeks and weekly for 2
waeks, and then monthly for 2
months. The Director of Nursing will
report the results of these audits
monthly to the Performance

' Improvement Committee, which
includes the Medical Director,
Administrator, Director of Nursing,
Heajth Information Manager and

|

t
!
i
'
!
i
|
i
1

@
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3TATEMENT OF DEFICIENCIEE ¢ PROVIDER/BUPPLIERICLIA, (22 MULTIPLE cOMSTRUCTION
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A BUILLING
& WING )
185012 03/16/2011
NAME OF PROVIDER OR SURPLIER STREET ADORESS, CITY, STATE, 2IP CODE
4500 PRIDE AVENUE
HILLSIDE VILLA CARE AND REHABILITATION CENTER RIPE A
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X4y 1D SUMMARY STATEMENT DF DEFICIENCIES : D PROVIDER'S PiLAN OF CORRECTION : 145
BREFX - (EACH DEFIGIENCY MUST BE PRECEDED 8Y FULL | PREFIA (EACH CORRECTIVE ACTION SHOULD BE P COMPLENION
TaG REGULATORY OR LEC IDENTIFYING INFORMATIGN) | 7Tag GROSS-REFERENCED TO THE APFROPRIATE QATE
; ! DEFICIENCY)
F 328, Continued From page 8 i F 323 i
. chatk the temperature of the coffae before glving j
' {o Resident #12. Approximately thirty minutes ; . ; :
: . \lj Elnt 1, !
. later CNA #1 raturned to the resident's room anc | Jo enange Dxrector, for furtaer ;
| abserved what lockad like @ rod whelp on the recommencations. ;
| resident's sbdomer. Resident #12 told the CNA ;
; i Completion date FA4/18/11

' that helshe had spilled the coffes on hisfher

" abdomen. CNA #¢ notified the Charge Nurss and
| was told the nurse would taks care of the
rasicent's wound. The CNA revealed she was not
guestionad abou! the incicent. CNA #1 stated
ghe was not interviswed and had raceivet ho

! instruction since the burn related to precautions
pefare serving residents beveragss or food that
wae oo het and not safe,

Ar interview with Licgnsed Pracfical Nurse (LPN)
#1, 0 03/6/11 8! 3:60 PM, revealed on 01/07/11
: st approximately 8:30 PM, Resident #12
' summonad her to the resident's reom and told
! her that he/she had spilled coffes on histher
" godomen. She cleaned the burn with nomal
* i saline and 2 gauze pad to get "sticky stuff' off the
‘ resident and menitorad the resident untll the next
" morming. LPN #1 notiied the on-coming shiff but
| did not notify the resident's physician. She stated,
"] just didn't call the Direotor of Nursing, | was
- trying to give medications and get things done. r
. didnt call ths physician because | just didn't. No
: one tied my hands, | was naw and | just dian't
. call® LPN #1 did not compiate an incident repoit
because she was new 1o the facility and did not
: have the correct igentification and password
; information to access the computer. She passed
- the information regarding Resident #12 to the
| nurse who came on duty the next morning at 7:00

I AM.

; An Intsrview with LPN #2, on C3/18/41 at 8:00
- PM, revealed LPN #1 reported to her, in morning

SRR CMEEEG7(00-29) Fravious Veisiong Chealsle
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N PRINTED: 0313072011
DEPARTMENT OF HEALTH AND HUMAN SERVICES EORNM APPROVED
CENTERS EOR MEDICARE & MEDICAID SERVICES OME NO. 09350357

(A3 OATE SURVEY

TTATEMENT OF DEFIGIENCIES (%1} PROVICER/SUPPLIERICLIA (X2 MULTIPLE CONBTRUCTION
s FLAN OF CORRECTION IDENTIFICATION NUMBER! COMPLETER
A, BLILOING
188042 0%5/16/2011
NARE OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE. ZIP CODE
1600 #RIDE AVENUE
sl i L& CARE AND REHABILITATION CENT
ALLSIOE ViLL N CENTER MADISONVILLE, KY 42421
e SLMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S FLAN OF CORRECTION P o
FREFIX {EACH DERICIENCY MUST BE PRECEDED BY FULL PREFIX {SACH CORRECTIVE ACTION SHOULD BE ¢ COMPLETION
TAR REGULATORY OR LSC IDENTIF YING tNFORMATICN) TAG CROSS-REFERENCED TO THE APPROPRIATE ! ORTE
CEFICIENCY)
= 12%° Gontinued From page 9 F 323;I :
 report on 01/08/11, that Resident #12 nad spilled | |
' coffes on higher stemach, LPN #1 had trezted ! g
[ the residant's burn with Normal Saline and placed ; i
, & gauze on the area to prevent friction with [
 slothing and bed lingns. LPN #2 observed the J’
. wound on Residant #12's abdomean and & logked i
" protty rsc. She then calied the physician to netify
_her of the resident's wound and gbisin treatmsnt
| information. The physicizn recommend Silvacens i
! gream be ordered from the phaimacy and appiied !
|t the wound. LPN #2 stated she completed the
J twenty-four hour nurse's report log and placed the
| pink copy in the drop box of the Directer of
i Nursing.
l
. An interview with Registerd Nurse #1, on
103/16/11 at 5:68 PM, revesied all three copies of
the twanty-four hour nursing Joge for 01/08/11 hed F171
" ween torn from the tog book and could not be
. located. RN #1 staled the incident with Resicanl No specific resident was identified. On
: 412 had not bean reporsd to ine facility and no 3/14/2011, the Dietary Manager r‘e;noved
! . - ' 1
; investigation had bean completed and discarded the bent and dented canned
" AR intsrview with Resident #12's physician, on g: ﬁii;g Snryd::ti;aeg:;:: d“dpstt?y r ® ;
0316111 2t 5:48 PM, reveslsd Sivadens crezm e ina fo sora 2 e |
! had baen ordered for the burn. She could not mop heag was disg;rdee{‘? uthe ;?::;e :uisd
" fecall when of what the Circumsiances were _ ] ' ?
: ralated 10 the burn; however, she would have ;’rz::et;“::é‘ :]l:e 1:; ?:Igts::;ioa?ld b;hr'”d the |
 expecied the facilly to have notified er . He ! 18 corner :
immediately after discovaring the burm. . :iii:;aa:zd Ofﬁ‘;z gzga;i??s:gsdc\ija:w |
F 374 484.35(0) FOOD PROCURE, F 371 ’ a !
IS:'—'E f STOEE(L)PREPAREISERVE . SANITARY not served to any residents and was !
S i immediately removed from the ay line !
| The facility must - by the Distary Manager on 3/14/2011 and E
| (1) Procure food from sources aporoved of rep{awd with an altemat.e food. The . i
| consicered satisfactory by Fedaral, Stats or local : xﬁgii“glgcgfk‘éectgf \:qtuf‘?s:;dt:mdt |
" authoritles; and and rus he stove |
: (2) Store, prepare, distribute and serve food head and replace the fioor tiles by i
' under sanitary conditions Af15/2011. ;
¢ 5 svent 1D 807w Fapilily iD! 100159 If continuation shest Page 1001 17
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183042 03/18/2011
NAME OF PROVIDER OR SUPPLIER STREST ADCRESS, GITY, STATE, ZIP CODE
1500 PRIDE AVENUE
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MADISONVILLE, KY 42431
e SUMMARY STATEMENT OF DEFICIENCIES [+) i PROVIDER'S PLAN OF CORRECTION i X8)
PREPY | (EACH DEFICIENCY MUST EE PRECEDED 8v FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE I COMPLETION
TAG | REGULATORY OR L5C 10ERYIFYING IN7DRMATION) TAG CROSE-REFERENCED TC THE APPROPRIATE : LATE
: DEFICIENCY) :
: i
F 371 Continued From page 10 F 371 . |
. o Onr 3/31/11 the Dietary Manager re- ]

|
:
i
i
.
|

| This REQUIREMENT is not met as svidencad

L by

' Based on observation and interview, it is

 determined the facility faited to store, propars,
distrinute and serve food under senitary

| conditioris, Findings include:

| Opservations of the distary department, on

| 03/14/11 at 11:15 AM and at 4:50 PM revealed

; the foliowing:

f 1. Rent and dented cans of tuna were on & shelf
- with the dry canned goods in the dry storage.

2 One wihale hem and ong guarier of another f

| ham were being thawed on a shelf with other food
- items on shelving bensath the hams in the wallk in
| refrigerator,

i 3. Athrae compartment sink prep area had a dirty
! mop head laying bengath the finse sink.

|
!
]

! 4, The hood cover ovar the cooking slove was
' rusted and fiaking, thers was a greasy gunk
build-up batwaen the wail and the stove snd

. behind the freezer,

i 5. Floor tiles betwaen the stove and oven were
cracked and peeling upwards off the fioor.

6. A Dietary staff was leaning over the meat on
. the steam table and their clothing was touching

; the meat.
I

_The Regional Dietician re-educated the
'Dietary Manager on desp-cleaning and

educated the cook (dietary staff :
referenced in 2567) on clothing not
touching food.

On 3/14/2011, a review of the Kitchen was
completed by the Distary Manager that
included the dry storage arcas, process of
thawing food 1tems and temperature of
food jtems. The kitchen was desp cleaned
3/14/11 by the Distary Manager. A deep
cleaning schedule and log was initiated by
the Dietary Manager on 3/15/§1. No
residents were affected.

desp-cleaning logs on 3/15/11. The
Dietary Manager re-educated the staff on
the storing, preparation, distribution and
serving of food under sanitary and safe
conditions on 3/15/11. Education ,
included the storing of meats per the i
Federal Food Safety Guidelines, and
proper serving emperaturss, On 3/51/11
the Dietary Manager re-zducated the cook
(dietary staff referenced in 2567} and staff
on ciothing not touching food, proper 1
disposal of mop heads, hair nets and safe
gerve guidelines.

1
To ensure the facility will store, prepare, !
distribute and serve food under sanifary ;
condlitions, the Dietary Manager will !
complete a Dietary Sanitation Jndicartor i

1
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r_CEN'TEF%S FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENGIES (X1} PROVICER/SURFLIER/CLIA (XZ) MULTIPLE CONSTRUCTION (%3} DATE SURVEY

AND PLAN OF CORRECTION IDENTIFICATION NUMEBER! COMPLETED

A BUILDING
B. WING
L 185012 03/16/2011
NAME OF PROVIDER OR SURPLIER STREET ADCRESS. CITY, STATE, ZIP CODE
1800 PRIDE AVENUE
HILLSIDE VILLA CARE AND REHABILITATION CENTER 00 FR
MADIEONVILLE, KY 42434
i SUMMARY STATEMENT OF DEFICIENGIES | 10 | PROVIDER'S PLAN OF CORRECTION ‘ 18}
PREFX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREEIX (EACH CORRECTIVE ACTION SHOULD B8 | SOMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATIQN} i TAG | GROBE-REFERENCED TO THE APPROPRIATE bATE
i ‘ ! BEFICIENGY}
| - 1
F 371 Continued From page *1 F 371 !

. 7. Temperatures of the macaroni saiad on the audit 3 times 2 week for 2 wesks, twice =
 tray line was 80 degrees on 03/13/11 at 4:55 PM. weekly for 2 weeks and monthly times 2,
; The Dietary Manager will report results to
' 8. The drawer underneath the prap table where the Performaace lmprgve}ment _
! cooking utensils wers stored, had a large ciump Committee, The Admn}lsn“ator \V‘I“
i of hair stuck to the comer eage of the drawer on complete a Dietary Sanitation Indicator
! both the left and right sides. audit twice weekly for 2 wezks, weekly
! for 2 weeks and monthly times 2. The
i An interview with Dietary Mangger (D), on Administrator will report results of the
k 03/13/41 at 11:13 AM, revealed thare were no audits to the Performance Improvement
' dgep cleaning schedule logs kept. She thought Committee, which includes the Medical
| the last time deep ¢leaning of the kitchan was Dirsctor, Administrator, Director of
1 complgted was in February 2011, 8hs was Nursing, Health Information Manager and
| unsure a3 io why a dirty mop head was left undsr ' Maintenanee Director for further
| the prep sink. recommendations.
+
| i i 1 3 ' .
| An intorview with the DM, on 03/13/11 at 5:25 Completion date 04/18//1]
| PM, rovaafed the Macaroni Salad tempsrature
- shouild be 40 degress or belew.
|

!

|
|

|
|
|
'

i
i
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DEPARTMENT OF HEALTH AND HUMAN SERVICES @
CENTERS FOR MEDICARE & MEDICAID SERVICES é\ : OMEB NGO “&-0391
STATEMENT OF DEFICIENCIES (%1) FROVCER/SLPPLISRICLA {X2) MULT PLE CONETRUGTION ) 14} DATE SURVEY 2y
ANE BLAN QFF CORREGTION IDENTIFICATION NUMBER. . A 2 COMPLETELD
A. BUILCING 01 - MAIN BUILDING i) o
185012 s - 031512011 1
| NAME GF PROVIDER OR SUFPLISR | 8YREET ACDRASS, £ITY, STATE, 2k EODE ,-"
MILLSIDE VILLA GARE AND REMABILITATION GENTER el ARIBEAVECE 1%7 v/
MADISONVILLE, KY 42431 Ca v
H o SUMMARY STATEMENT GF DEFICIENCIES [' D PROVIDER'S PLAN OF CORREEAON, a7 il U wa
SREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFL {EACH CORRECTIVE ACTION SEOULD BE " € - .~ GoMbLETICH
A ¢ REGULATORY OR LEC IDENTIFYING INFORMATION) y TAG CROSSREFERENCED TO THE APPROFRIATE QaTe
l : DESICIENGY)
K 00G INITIAL COMMENTS ’ K 000/ The plan of correction Is being submiced |
' i ' in compliance with specific regulatory '
. A Life Safety Code Survey was conducisd of ‘ I requirements. Neither its completion nor
_ 03/15/11 to determine Fedsral comaliance with content is to be construed as an admission |
! Tille 42, Cede of Fadsral Regulations, 482.41 (b) ‘ ’ by the provider of the validity of any |
(Life Safaty from Fire) and found the facility not in i ﬂnd:’ngs or citations containad hersin. H
| compliance with NFPA 101 Life Safety Cods [ i : |
. 20C0 Edition. Deficiencies ware cited with the i J |
f highest scope and severity of an "E", ! : |
K 028 . NFPA 101 LIFE SAFETY CODE STANDARD K025 K025 !
3S=E |
- Smoke barriers ars constructed to provids at No spesific resident was identified. The I
! |gast 2 one half hour firs resistance rating in space surrounding the cables on the 200 |
 aceordance with 8.3. Smoke barriers may hall medicine storagy room behind the '
, terminate at an atriurm wall, Windows ars nurse’s station was filled with a material
- protseted by fire-rated glazing or by wired glass which would resist the passage of smoke |
: panels and ste| frames. A minimum of two on 3/18/2011 by Mainenance Director, |
' separale compartments are provided on sach \ :
! flogr. Dampers arg not required in duct : i
' penatrations of smoke barriers in fully ducted | :
heating, ventilating, and air conditioning systams, l An audit was completed in the building
$16.3.7.3,18.3.7.5,19.1.8.3, 19.1.6.4 by Maintenance Director on 03/21/[1to |
i determine if thers wers any openings in =~ |
i smoke partitions that would not resist the |
i passage of smoke. Identified areas |
! ) ) corrected at that time. No residents were |
This STANDARD s not mel as evidenced by affeoted. |
, Based on observations and staff interviews ¢
+ copducted on D3/1&/11, It was determinsd the i
| facility falled to maintain smoke barriers that |
; would resist the psesags of smcﬁ'«_a batwaan !
. smoke compantments. Tm,s conc:lllIOﬁ Al 1o The Maintenance Dircetor was re- i
: (2) smoke compartments, including ) educated on the NFPA 101 Life Safety |
| epproximately 90 residents and slso staff and Code regarding smoke barriers that would |
| visHors. Findlpgs inclides resist the passage of smoke between :
i A tour of the facillty conducted on 03/15/11, smOkla Icornpartmen? by the :
! ravealed the ceiling on the 200 hall medicine : Adminjstrator on 3/21/201 (
" storage rcom bshind the nuress's station was \
‘ noted with approximalsly 10 communication i
fIvLE {83 CATE

LABORATORY DIRECTOR'S OR FROMIDE

UPPLIER REPRESENTATIVE'S SIGNATURE : .
gt D Aot s ds et 04{/@‘?/&0:’]

Any deficieney slatement ending with n s2tanay (7) deneles 3 daficizncy which the inslitution may oe sxeusat Irom serrecting providing it is dyl=rminsd (hal
othe gufeguares provids suflicient protaslien Lo the pabisnts, (Sew inebructona) Exesplfor nursing homes, lnuj findinge slaled wboye arg dizcinzable 90 days

iolowing fhe gate of survey whether o nol & plan of certeslisn iz provided, For nuraing homes, Ihe Sbove rndings and plare of Sofrastion are dlsciosabis 14

days 16lowiag the dale thess desumanla ara mads svalianiy la the faellity. [ dofisnaes are ciled, an approved plan of estracton [« requisile lo conlinusgd

program paricipation, ’
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! A L OF CORRETTON ! IDENTFIEATIUN NUMBE R 51 - MAIN EUILBIG 01
B, WING
| l 185042 BONING ’ 031512011
| NAME CF PROVIOER GR SUPFLER STREST ADDRIEE, QITY, STATL, 2117 SOGL
1500 PRIDE AVENUE
HILLSIDE VILLA CARE AND REHABILITATION GENTER MADISCNVILLE, KY 42434
A
M xano SUMMARY BTATEMENT OF DERICIENGIES & FROVIDER'S ALAN OF CGRRECTION S
PREFI (EACH DEFICIENGY MUST BE FRECENED 8Y Fikl BREFIK {EAGH CORRELETIVE ACTION SHOULL BE camaToN
TAG REGULATORY G LEC ICENTIFTING INFORMATICN) TAG CHOSS-REFEREgé:;I%L?\;ﬁc ARPROPRIATE 5
JENGT)
K025 Continuse Fram pags 1 K 25!
cabtas through 8 1-1/2 ingh hole, The $pacs T , _
: ‘ " ' ¢ Maintena r :
surrounding the cables was nol filled with 3 | ' Housekoonin ‘;3 [:;iel‘;?r "S;'“ combiste
materal which wouid resist the passage ol ; ; facility smpoks parl:ition Lk onc;n;)\:eei
- 5MOKE. i :
‘ ! ; for 4 weeks and once 3 menth for 2
An imterview wiln tha Maintenance Director, on ; njomhs- The Maintenance Director will
CQ3M15/11 at 11:15 AM, revaaled hs was aware of i i eport results to the Plerformanlce .
“tna fire coda regquirement but hac overiooked the : : !mpmvcfnelat Committze,, ‘w]_noh includes
iack of ssatant around the concult in this ! the Medical Director, Administrator,
“pariiclilar room. i | Director of Nursing, Health Information
; : ; Managsr and Maintenance Direstor for
| Relerencs 10: | ' further recommendations.
I NFFA 101 Life Safety Cods 2000 Edition ; :
' 8-2,4 4 Penstrations and Miscallansous Cpenings i j
In Smoke Paritions, ; i
8.2.4.4.1 | |
' Pipes, conduise, bus ductz, cablee, wires, air ‘ I Completion dafe 18011
ducta, pneumatic lubss and ducts, and simliar [ '
bullding servics aquipment that pess throuph : !
smoke partitions shall be protected as follows, !
{1) Tre spacs bstween ths pensteating item ang
the smoks pariilion shall meet ong of ha !
, feliewing conditicns: i
g lishat be filieg with @ material that is capable '
of limiting the vansfer of smoke.
!
1
i
; ! |
! i ; .
| e‘ ! ;
i [ ‘
' i |
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STATEMENT OF DEFICIENCIES (%1) FROVCER/SLPPLISRICLA {X2) MULT PLE CONETRUGTION ) 14} DATE SURVEY 2y
ANE BLAN QFF CORREGTION IDENTIFICATION NUMBER. . A 2 COMPLETELD
A. BUILCING 01 - MAIN BUILDING i) o
185012 s - 031512011 1
| NAME GF PROVIDER OR SUFPLISR | 8YREET ACDRASS, £ITY, STATE, 2k EODE ,-"
MILLSIDE VILLA GARE AND REMABILITATION GENTER el ARIBEAVECE 1%7 v/
MADISONVILLE, KY 42431 Ca v
H o SUMMARY STATEMENT GF DEFICIENCIES [' D PROVIDER'S PLAN OF CORREEAON, a7 il U wa
SREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFL {EACH CORRECTIVE ACTION SEOULD BE " € - .~ GoMbLETICH
A ¢ REGULATORY OR LEC IDENTIFYING INFORMATION) y TAG CROSSREFERENCED TO THE APPROFRIATE QaTe
l : DESICIENGY)
K 00G INITIAL COMMENTS ’ K 000/ The plan of correction Is being submiced |
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! flogr. Dampers arg not required in duct : i
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